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Background: Mitral valve (MV) anomalies can be seen with S,D,D-transposition of the great arteries (d-TGA); their influence on surgical technique 
and outcome after arterial switch operation (ASO) has not been well described.
Methods: The Heart Center database was queried for patients with atrial situs solitus, d-loop ventricles and TGA physiology who underwent ASO 
from 2/90 - 1/11; echocardiograms, operative reports, hospital course, and latest F/U were reviewed.
Results: 218 infants underwent ASO at a median age of 15.8 days. Survival was 95% at a mean F/U of 60 months. 9 patients (4%) were found 
to have an associated anatomic MV anomaly that had similar features within the group: an anterior malalignment conoventricular septal defect, 
anterior displacement of the MV toward the left ventricular outflow tract (LVOT) with malposition of the postero-medial papillary muscle, unusual 
rotation of the MV leaflets so that the leaflet commissure was oriented towards the anterior ventricular septum, and redundant MV tissue that 
extended into the LVOT. Coarctation was found more often in this subgroup (33% vs 10%; p=0.05). Preoperative echo consistently suspected 1) a 
cleft MV due to the unusual leaflet orientation; 2) MV chordal attachments to the ventricular septum due to the chordal redundancy and papillary 
muscle position; and 3) potential LVOT obstruction due to the chordal attachments/redundant tissue. Operative inspection did not identify a MV 
cleft or anomalous chordal septal attachments in any patient, and no MV valvuloplasty or chordal manipulation was performed. Average length of 
stay was similar for this subgroup (30.7 days vs 25.3 days; p=0.54). 1 patient died late associated with progressive fibromuscular LVOT obstruction, 
and 1 was transplanted due to persistent ventricular dysfunction after ASO . No other patient developed LVOT obstruction and none has significant 
MV regurgitation.
Conclusions: MV anomalies associated with d-TGA are rare but present with remarkably consistent anatomic features and a higher risk 
of coarctation. Unusual MV apparatus positioning/chordal redundancy can suggest the need for valvuloplasty and LVOT chordal resection 
preoperatively, but this is rarely needed.
